Fig 2 Gastricphotograph
showing giant non-inflatable rugae some 120 cases being reported up to 1966, of unknown etiology and with a preponderance in males. X-ray appearances are likely to be mistaken for carcinoma of the stomach, and oedema secondary to hypoproteiniemia is common. Gastroscopy and gastric biopsy will differentiate the condition from carcinoma and lymphoma. Low acid secretion or achlorhydria is usual. The prognosis is uncertain: appearances may remain unchanged, progress to gastric atrophy, or apparently regress. Relationship with carcinoma is uncertain.
The consensus of opinion is that giant hypertrophic gastritis is a benign lesion. One of the largest series (Kenney et al. 1954) , with 20 cases which all came to surgery, showed no evidence of carcinoma. Menetrier regarded the condition as premalignant. Chusid et al. (1964) reported one case of cancer of the stomach associated with giant hypertrophic gastritis and collected 12 more from the literature; they postulated neoplastic transformation in 8 %. Matzer et al. (1951) followed for ten years a case in which carcinoma of the stomach eventually developed. Gillett (1956) reported a case of typical giant hypertrophic gastritis which came to surgery, with no evidence of ulceration in the stomach but with a mucus-secreting adenocarcinoma in a gland at the coeliac axis.
Mrs E M is free of gastric symptoms and has not so far developed hypoproteinwmia, and her anemia has responded to iron. In view of this, further active treatment does not at present seem advisable.
Multiple Tumours of the Arm J Ian Burn FRCS (Hammersmith Hospital, London W12) Mr M R, aged 35 History: He first attended hospital in November 1962 complaining of a rapidly enlarging 'mole' on the superior surface of the right shoulder. A wide local excision of a typical malignant melanoma was carried out but the regional nodes were not dissected.
Eighteen months later enlarged nodes were noticed in the right axilla. There was no evidence of local recurrence of the melanoma in the skin of the shoulder. A block dissection of the axillary nodes was carried out and some nodes were found to contain tumour. A full course of radiotherapy to the region was given in October 1964: 6800 rads covering an area 10.5x11.5 cm, to include axilla and shoulder region.
The patient remained well until April 1971, when he became aware of a further lump in the right axilla associated with some swelling of the upper arm. The lump was painless at first but grew rapidly and became increasingly painful during the next few months. With increasing swelling, pain and parasthesia, the limb became virtually useless. An incision biopsy of the mass in the axilla confirmed the presence of a malignant tumour and the patient was transferred to Hammersmith Hospital on 19.9.71. On examination: There was a hard fixed mass in the anterior aspect of the right axilla extending into the upper arm. The arm was grossly swollen and any attempt at movement produced extreme pain. There was no sign of recurrent malignant melanoma of the shoulder and the rest of the clinical examination was normal.
Hemoglobin level, X-ray of chest and biochemical tests of hepatic function were all normal. There was no radiological abnormality of the right shoulder and scapular regions but an "lIn radioisotope scan showed increased concentration of the isotope in the region of the axilla. There was no melanuria.
A right forequarter amputation was carried out on 28.9.71. His progress after the amputation was uncomplicated and he remains well apart from some troublesome phantom limb symptoms. Pathology: Examination of the amputation specimen revealed a malignant tumour replacing most of the coracobrachialis muscle. Histological sections showed a spindle-cell tumour with large areas of necrosis. Cytoplasm of the cells was scanty and fibrillar. Special stains showed no evidence of striations and there was abundant reticulin present. The appearances were those of a fibrosarcoma. A few residual lymph nodes in the specimen showed reactive hyperplasia only. There was no evidence of recurrence of the original malignant melanoma in the skin or deeper tissues. An additional finding in the specimen was a previously undetected simple bone cyst in the distal end of the shaft of the humerus.
A radioisotope scan of the amputated limb confirmed increased concentration of the previously administered tracer dose of 111In in the region of the malignant tumour.
Comments
Fibrosarcoma of the coracobrachialis muscle compartment is an extremely rare tumour. There was no doubt about the diagnosis, however, and no suggestion that this new mass was a recurrence of the original malignant melanoma.
It is difficult to accept that a second and entirely different malignant tumour could have developed spontaneously in the same region as the previous cancer in this young man. An alternative explanation must be that the second tumour was radiation induced, although there can be no absolute proof of this. The total dose of radiotherapy given when the malignant melanoma was found to have spread to the axillary nodes was high, and was obviously effective as far as the melanoma was concerned. The coracobrachialis muscle lay well within the region irradiated. The interval between radiotherapy and appearance of the fibrosarcoma was about six and a half years. This is somewhat less than is generally recorded for radiationinduced human malignancies but does not exclude the likelihood of the association.
The fibrosarcoma was a rapidly growing cancer and the probability of occult pulmonary metastases is correspondingly high. Although apparently cured of the malignant melanoma, this unfortunate patient's prognosis must therefore now be regarded as poor. Cardiac catheter and angiocardiography: stenosis of proximal right and left pulmonary artery (gradients 17 and 22 mmHg respectively).
Discussion
The small stature, odd facies and skin pigmentation of this patient resemble the syndrome of leprechaunism (Donohue & Uchida 1954 , Patterson & Watkins 1962 . A case described by Beare et al. (1969) , which they related to leprechaunism, also had acanthosis nigricans. The unusual calcification of the ears has been described in diastrophic dwarfism (Walker et al. 1972) ; although small, our patient is not as severely dwarfed as a typical diastrophic dwarf and lacks many of the other essential features of this syndromekyphoscoliosis, club feet, &c. Her metabolic defects -
